classify the information obtained, make a-diagnosis, and prescribe accordingly. Trhe doctor is faced with the fact that his prescription may have to go far beyond what can be written* on an E.C.10, and may take him into uncharted waters where the lure of psychopharmacological chants are hard to resist. He may find that he has been asked to respond to a call for' help, because the patient felt that there was nobody else to whom he could turn. Finally, the doctor may be faced with the patient whose problems arise out of a conflict with. society, but.which nowadays are recognised by Church and State as features that cannot be eradicated by punishment *or categorised as spiritual. The doctor's task is indeed considerable if he is to apply his scientific training to all the facts, and not just those having'a physical basis.
Of the six years that medical students spen'd in preparing themselves -for the task of investigating and treatinig sick. -people, about five and a half years are devoted to the understanding of the first categorv I mentioned amongst the reasons for people consulting doctors, namely-phvsical illness. Into the fourth category, namely, those who are not ill at all, will.fall those who use the doctor's waiting-room as a kind of social club. There are others who hope that they can convince. the doctor that a medical certificate is justifiable, althouigh they know that they have a condition that is not found in the International List. It is not a criticism of the Welfare State with its monetary rewards that category 4 should exist. We should be able to recognise these problems, but as their solution is not medical, but moral and political, their treatment should be left-to the appropriate agencies.
It is with the second and third categories that I am primarily concerned, not because these are of more importance than the first, but because they do not yet enjoy the same privilege of objective appraisal of their proper place in medicine, as do other aspects of medical practice. It is really only since the Second World War that psychiatry has been effectively rejoining the mainstream of medicine, and the time has not yet come for emotionally toned attitudes to the subject to be replaced by objective evaluation. There is no lack of precedent for this in science generally, and in medicine in particular. In the realms of bacteriology, obstetrics, anxsthesia, medicine, and surgery there has often been initially great resistance to the introduction of new knowledge on the grounds that it was not in accordance with the concepts of the past. Often scientific evidence was temporarily overwhelmed by the weight of prejudice thrown against it.
Psychiatry is a subject that is overburdened with emotionally determined attitudes because of its past links with archaic ideas of demoniacal possession and witchcraft as the basis for mental illness. If little has been done during the doctor's training to replace phantasy with fact, then there is a tendency to work within a known framework of knowledge and to deny the existence of psychological factors because they have little or no place in the scheme of medicine as it was taught. The result is that recognised disease categories may be stretched beyond the limits of credulity to embrace what cannot otherwise be understood and classified. The remainder are left undiagnosed because the map of illness is too small to include them. Such a method of reasoning tends to be reinforced by a common belief amongst doctors that it is a cardinal sin to miss some rare physical disorder, whereas some major crippling psychiatric illness can pass unrecognised without much harm coming to the patient. The amount of suffering incurred both by the patient and his relatives is not appreciated, nor is the fact that a missed abdominal emergency and a missed depression can have the same outcome, namely, the death of the patient.
The tendency mentioned earlier, namely to try to make patients fit into too narrow a framework consisting of physical disorders only, has as its counterpart the opposite tendency to regard nearly everything as psychological in origin. This results in a percentage misclassification of illness of the same order as theformer group. Here too, the facts are being denied, and the approach is just as unscientific as is the opposite. Adherence to these two extreme points of view may well be responsible for figures of the incidence of psychiatric disorders in general practice as widely divergent as 5 per cent. and 75 per cent.
It is worthwhile to consider some of the reasons for the variety of attitudes towards psychiatric illness found in medicine today. A useful index of the present state of affairs is the wide range of figures given for the incidence of emotional disorders found amongst patients in general practice. Lord Taylor's opinion 36 (1954) is that the neuroses account for 5 per cent. to 10 per cent. of the general pracitioners new cases, whereas the Council of the College of General Practitioners (1958) refers to a 'generally accepted figure in the region of 30 per cent.' It is true that part of this discrepancy might be due to the effects of different social factors operating in the areas surveyed, but a more likely explanation is the varying attitudes of doctors determining their readiness or otherwise to make a psychiatric diagnosis.
The barriers to communication between the patient and doctor add to difficulties in diagnosis. Two of the reasons for such are to be found in the patient's concept of the doctor's approach to medicine. The first is that the patient may use somatic language to describe symptoms because the doctor gives the impression this is the only coin in which he is prepared to deal. The way in which the history is taken reinforces this idea, leaving little or no room for the reply that could open the door to the exploration of emotional problems. Some patients are afraid that if they do take the plunge, and introduce their emotional difficulties into the history, that the doctor's defence mechanism of denial will quickly be brought into play in the form of the patient being told either it is their imagination or that they should pull themselves together. They go away feeling a little hurt in that they have exposed themselves to the indignity of a rebuff. A skilfully taken history can overcome this difficulty, for the doctor can decide on the evidence adduced (a) whether there are emotional factors present, and if so (b) whether they have a direct bearing on the patient's presenting complaints.
The second barrier to communication is that some patients themselves nmake the doctor's task more difficult because of their preoccupation with the somatic concomitants of psychiatric disturbance. Normal people, by introspection, may become aware of all kinds of bodily sensations, for instance, tingling, slight aches and pains, a fullness in the stomach or rectum. These sensations usually pass, but when the patient is psychiatrically disturbed, they may form the central focus for preoccupation. The patient may then complain of symptoms suggestive, for instance, of cardiac disease, gastric intestinal illness, or rheumatism. Special investigations are usually carried out, and when the results of these are found to be negative, the doctor is faced with the dilemma either of regarding the case as one of some obscure physical illness, or returning to the history to see whether or not some new light can be thrown on the setting in which the symptoms have occurred. Such patients may in realitv be suffering from one of the varieties of affective disorder. In depressive states it may be found that somatic complaints vary from the hypochondriacal to the frankly delusional.
These patients may even deny feeling depressed when directly questioned, but the cardinal symptoms of early morning wakening, loss of appetite, of energy and interest can all be elicited on further enquiry. There may be some minimal physical disorder as the basis for somatic complaints, but it is clear that the degree of disability complained of cannot be reconciled with the physical findings.
When a depressed patient has delusional beliefs these are characteristically of sinfulness, of poverty, or of ill health. In the case of the latter the patient may believe that he has somc incurable disease, and however weighty may be the scientific evidence to the contrary, the patienit cannot accept reassurance that all is well. He max7 go from one out-patient department to another, turning away from each dissatisfied and disillusioned because he has been told that there is nothing wrong. If one looks at such a statenment in the light of the patient's distress, one can see immediately 'that it is not true to fact, because there is definitely something wrong with the patient, although it is not a physical complaint. The doctor making such a statement may well have intended the patient to interpret his reariwk oily in terms of absence of physical illness, but it is more th:an likely that the patient will interpret literally what was said, and go away feeling disillusioned and even more isolated than before. A further barrier,to commuilication will sprung up between the patient and his doctor, for what is seeminglv an innocent and well-intended remark will be quickly ,distorted by the all-pervading gloom of the patient to mean either that the patient's condition is so -serious that the doctor is trying to hide the true facts from him, or else it may be seen" as indicating that not even the doctor can uniderstand his' misery. To believe that he is either beyond or outside -of mcdical understanding and help may add to his despondency, and suggest that there is nothing left but to conimit suicide. Psychological isolatiotn with all its inherent dangers can often be avoided by the doctor carefully confining his remarks to the f-act elicited. If he tells the patient that the investigations reveal no physical cause for the symptoms complained of, but that in spite of this he realises the patient's distress is very real, then no barrier to communication will arise, the patient will feel that he is not beyond help, and he will be more ready to accept appropriate treatment.
There are other psychiatric conditions where the patient's somatic complaints cloud the issue, and often form an effective barrier to accurate communication with the doctor. Such patients mav be suffering from an obsessional or an hysteritcal illness. If the somatic complaints are bizarre, their extraordinary nature may indicate fairlv-readily that the patient is suffering from a form of schizophrenia. Other aspects of the patient's ab-normal mental state may be readily apparent, and so no great diagnostic difficulty arises.
So far I have dealt with conditions that fall well within the scope of ordinary everyday medicine. There are other more controversial issues regarding whichpatients turn to their doctors for-help. All these involve some -conflict with societv as is demonstrated by the fact that the community has attempted to control or abolish the problems by' legislation. These legal measures have been about as effective as were the prohibition laws in the United States. Social recognition of the fact that legislation is at best only a partial answer is demonstrated -by the repeal of some legislation oni the one hand, and the issue of White Papers on the other. History is repeating itself in that society is asking the medical profession to study anew some of the problems with which it has unsuccessfully tried to deal" hb legislationi. .Apirt from those who consider punishment to be the only 'answer, some s4tptics tend to regard this challenge to medicinie as futile on the grounds that the psychiatrist can do very little to help. This criticism is valid only in so far as there has been very little opportunity to build up a solid body of knowledge, using all the modern techniques of physical and psychological investigation. It is true that the doctor has at present little to contribute to the solution of some of these problems. The fact that this is also true of a whole range of obviously physical disorders-to mention multiple sclerosis, the dystrophies, certain blood dyscrasias, and chronic nephritis, as only a few examples-makes them no less worthy of study by every means at our disposal.
The first group of these conditions that I would like to deal with comprises suicide and attempted suicide. In England and Wales there are some five thousand successful suicides each year. It is very difficult to obtain a reasonable estimate of the number of suicidal attempts because only a proportion is known to the police. If the ratio of successful to attempted suicides found by the Suicide Prevention Centre in Los Angeles is used, there would be some forty thousand attempts each year. At a conservative estimate there are about thirty suicides annually in Belfast, so that there may be about 240 attempts. It has been found by Davidson (1960) that of those who committed suicide in Belfast in the six-year period 1953-1959, more than four out of every ten did not turn to their doctors for help. If four out of ten people with acute surgical conditions did not consult their doctors, there would be considerable consternation. The concern of modern medicine for the recognition and treatment of illness must include those who are mentally ill. If this is to be implemented, then it is important to ensure that barriers to communication between the patient and doctor be reduced to a minimum.
Sainsbury's work (1955) suggests that those who make a suicidal attempt tend to fall into a different category from those who succeed, and that it is not the outcome only that distinguished them. Successful suicide occurs more frequently amongst the upper social classes, particularly those living in isolation. There is a peak incidence in the spring, and a peak age group of 55-64. The rate is high in economic adversity. Divorce and illegitimacy, reflecting diminished social surveillance of conduct, correlates highly with the suicidal rate.
There is a definite tendency amongst those who commit suicide to remove themselves with contact with other people prior to the act. It was formerly thought that those who were intent on ending their own lives never communicated their intent, but this is not so. In a detailed survey in the United States it was found that in 75 per cent. of cases the victims communicated their intent to at least one person beforehand. Thus the old adage that someone who talks about committing suicide will never do so is quite wrong.
In contrast the pattern found by Stengel (1958) amongst attempted suicides is different in some respects. The maximum age incidence is 22-44 in both sexes, but women predominate. The upper social classes are under-represented, narcotics are used far more freely in this group, and the social effects of the act are fairly clear; namely the attempt acts as an alarm signal to mobilize long overdue medical and social help, or it leads to a revision of human relationships. Less than 1 per cent. per annum of follow-up of those admitted to a general hospital eventually commit suicide. There are indications, however, that the rate is higher for those referred to a general hospital than those admitted to a psychiatric unit.
It might be suggested that the more severe cases find their way to a psychiatric unit, but if this is true, then a higher rate might be expected subsequently if the essentials of the treatment were the same in both. The facts suggest that more attention is paid to the reasons for the attempt in a psychiatric unit, hence its lower rate of suicide on follow-up.
Here then are patients indicating their need in considerable numbers. In England the law has stepped aside to allow the medical profession and social agencies to do their work. In this respect it is no longer a criminal offence to be 'ill and in need of help. It is hoped that Stormont will soon follow the example of Westminster in this respect, but if it does, then the medical profession will have to accept more responsibility for the solution of a problem that society no longer regards as legal, but medical.
The prevention of suicide, and the interpretation of what the patient is trying to communicate through the medium of a suicidal attempt carry the same need for diagnostic accuracy as do other medical conditions. There is likely to be an increase in the incidence of attempted suicide and suicide with increased population mobility. This applies particularly to new housing estates where there is social instability, and a lack of a sense of belongingness when compared wvith that found in the areas from which people have moved. It is important to realise that those who feel psychologically isolated in such surroundings should not have their isolation increased by a failure to understand what they are trying to tell their doctors.
It could be said with some truth that the attitude of the Churches and the State to certain disorders reflects fairly accurately the degree of tolerance and understanding of any particular time in history. The attitude to lepers became the model for the subsequent reaction of society to any condition it feared, and was unable to understand. In some instances the bell was replaced by the Statute in the hope that incarceration alone would protect society and eradicate the offence. Psychopathic personality disorders and homosexuality fall within this category. The English Mental Health of 1959 placed responsibility for the care of certain kinds of psychopaths on the medical profession, thus recognising formally that not all kinds of anti-social behaviour should be punished, but that it should be investigated and treated where possible. Thus whilst it may be morally wrong, a value judgment is withheld because of the possibility of diminished responsibility outside the individual's control. In the case of homosexuality, it was probably thinking along the same lines that led to the establishment of the Wolfenden Committee, but Parliament did not amend the law in accordance with its recommendations.
Not all patients in these categories are referred to the doctor by the courts. In the case of the psychopath it is usually the patient's family that asks for help, and in the case of the homosexual it is the patient himself who consults the doctor for a variety of reasons, least amongst which is the fear that he cannot escape the rigours of the law indefinitely.
The provision made for psychopaths in the Mental Health Act, 1959, of England makes it possible to invoke conmpulsorv powers of admission to hospital of those who conform to the legal definition of psychopathy. This legal concept is a narrow one, and includes only a small part of those who fall within the medical category so described. Briefly, according to the English Act, a psychopathic disorder means a persistent disorder or disability of mind, whether or not including subnormality of intelligenee, which results in abnormally aggressive or seriously irresponsible conduct on the part of the patient, and requires or is susceptible to medical treatment.
It might be argued that all this new Act has done is to shift responsibility for the detention oif certain psychopaths from the Home Office to the Ministrv of Health. This is certainly involved, but the essential difference is that the opportunity now exists in England for the systematic study of these patients, andi the evolution of the most appropriate methods of discipline and treatment to meet the needs both of the patient and of society. The fact that special hospitals are being designed for this purpose does not mean that the need for prisons will cease to exist. Some psychopaths will still require detention in prison along with other offenders, but we should be nearer to the solution of the crucial question of which individuals should be dealt with in this way.
In the Mental Health Act (N.I.), 1961, there is no separate category for psychopathy, btut Clause 80 empowers the Hospitals Authority to have a separate institution for those wvith dangerous, violent or criminal propensities directed to hospital bv the courts. This does not mean that other forms of psychopathy cannot be treated, for mental illness is construed to include all those categories found in the International List of Diseases. Thus psychopathy in its widest medical sense is included. The anti-social, the aggressive, the paranoid and the sexual psychopath cannot be satisfactorily treated in ordinary psychiatric hospitals, and so special accommodation will be required for their full investigation and treatment. Because of the serious lack of knowledge of the atiology of these conditions, adequate facilities for all modern methods of physical and psvchiatric investigation must be available. Custodial care as the main aim has no place in the modern hospital, whatever its nature.
It is not uncommon for homosexuals to seek medical help. In Northern Ireland, in common with the experience in psychiatric clinics elsewhere in the British Isles, about 1 per cent. of the male patients attend because of overt homosexualitv. They come because of their distress, seldom because they have been ordered to do so by the courts. The law relating to homosexuality has an interesting history in England. According to Lafitte (1958) it was an ecclesiastical offence until a Statute of Henry VIII in 1533 brought it within the criminal code, and made it a capital charge. This Statute has survived by re-enactment of its essentials, but the death penalty was removed in 1861. Some historians are of the opinion that the Statute of Henry VIII had the same aim as had the charges brought by Phillip the IV and Pope Clement in France, in the fourteenth century, when thev wanted to bring discredit to individuals for political purposes. The law as it stands today has no such aim, buit it would seem to be kept as a 41 N statutory measure to act as a guardian of morals. In other words, the State would seem to have asstumed ecclesiastical responsibility. Homosexuals in prison are aware of the futility of a prison sentence to alter their sexual orientation.
Overt homosexuals consult doctors for various reasons. They may have turned to their Church for help and been advised to consult a doctor. This is happening more often nowadays, because it is recognised that the basic problem is beyond the reach of volition, and any sin lies in its mode of expression. Again they may ask for help to prevent them indulging in homosexual acts. A third mode of presentation is the extreme anxiety that the condition may generate; an anxiety that is not based on fear of discovery, but on difficulties in relationships with others that may not be consciouslv related to homosexual drives. It is very rare for homosexuals to earnestly seek a change in orientation. Sometimes they ask for such help because they feel that thev ought to conform to society's standards. This is quite different from wanting to conform.
-All the physical investigations that have been carried out so far, including nuclear sexing and steroid estimations, have-not thrown any light on the problem. Their drive can sometimes be temporarily reduced by the administration of stilbestrol, but not infrequently they feel even more distressed while taking it, and discontinue. Treatment is very difficult, but is not entirely without hope. Homosexuals can display a wide range of psychiatric disorders, and it is in the treatment of these secondarv manifestations that often a lot can be done to help such patients. An opportunity to discuss problems with a doctor whom the patient knows will neither judge nor condemn often helps to strengthen their defences against overt behaviour. The doctor can forewarn the patient that such factors as alcoholism and untreated affective disorder will weaken their defences. If the patient is voung, and not exclusively homosexual in orientation, then svstematic psvchotherapy may be helpful. It should be remembered that homosexual fears may form only part of another illness, such as depression or schizophrenia. Here the treatment is that of a basic disorder.
I hope that I have been able to indicate some of the ways in which the doctor can help patients who suffer from personality disorders that can bring them into conflict with society. The physician's response may make a great difference to the lives of some of these patients in that they have one to whom they can turn and will at least listen to their problems, and attempt to treat the symptoms that threaten their defences.
Zilboorg and Henry (1941) give a lively description of Johann Weyer, who was born in The Netherlands, and lived during the greater part of the sixteenth century. He was a physician and psychiatrist, with a truly scientific approach. Some of the concluding comments in his major work are perhaps relevant. "Some will attempt by anv available means to defend the old opinions which have been rooted in the mind of man for many long years; they will try to corroborate them as if by right of custom. There will be frowning theologians who will cry out, and say an injury was done to them by a physician passing beyond the limits of his vocation. -If I have not sufficiently satisfied certain learned and sensitive men, I feel that at least within the limits of my capacity I have offered them anl opportunity to weigh and investigate the whole problem more precisely, by more learned means, in a more orderly manner, with clearer sequence, with more appropriate words, and with argunments more powerful on behalf of truth. If these men admonish and convince me of having committed some errors, I shall be very grateful to them. I stand ready to correct myself if I am convinced that in any part I have made a mistake."
The patient's needs would be adequately met if every doctor's response could be measured by the words of Johann Weyer written four centuries ago. REFERENCES. DAVIDSON, H. A. (1960 THE author of this most interesting book was a leading experimental pathologist who had studied under Borrel, a pupil of Pasteur. The original German edition was published in 1959, a year before his death, and has now been translated into excellent English. The title implies that cancer cannot be conquered until its nature is understood and, indeed, the treatment of cancer is not considered. However, we are given a thoroughly readable and up-to-date account of the aetiology and pathogenesis of cancer, set in historical perspective and in a framework of general biology. All aspects of the subject are dealt with-radiation, parasites, heredity, chemical carcinogens, hormones, mutations and viruses. We are left in no doubt that the author favours the viral rather than the mutational theory of origin of all cancers, but the evidence for and against both is weighed fairly. The general medical and biological reader and the interested non-scientist will find this book of great value. Anyone who is about to undertake research in the field of cancer will do well to read it. He will find that his horizons are widened and he will appreciate the unusual patience and pertinacity that will be required of him if he is to make any worthwhile contribution to knowledge.
R. B. W.
